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Can. Psychiatr. Assoc. J. Vol. 20 (1975) In a series of papers between 1962 and 1964 (7) (8) (9) , I attempted to delineate the nature of the psychotherapeutic process. My views developed out of a study, undertaken with Franz Alexander and other colleagues, in which the psychotherapeutic transactions between a number of experienced therapists and their patients were meticulously observed and recorded through one-way mirrors over a period of several years. One of the basic premises of that study was that no psychotherapist, or patient for that matter, could adequately observe or describe what went on in their work together because their involvement in the process itself effectively precluded their being able to do so with sufficient objectivity -only an outside observer could be expected to achieve this. Prior to that time it had generally been assumed that any such external observation might introduce an impurity into the psychotherapeutic situation which would drastically alter or modify it but it was found that, except for some initial selfconsciousness on the part of both the therapist and the patient, the psychotherapeutic process went on as usual. accord with those of Fiedler (2) and Heine (3) , that favourable therapeutic results with patients were less dependent upon the theoretical orientations of the therapists than on their experience and personal characteristics. Although all the adherents of each school were deeply convinced that it was their unique interpretations that were responsible for their therapeutic results, it seemed clear that, inasmuch as interpretations within one theoretical framework appeared to be just as effective for patients as those within another, there had to be some therapeutic common denominator cutting across all schools of thought to account for the comparable results.
Moreover, and in line with this, I had begun to have some doubts as to whether insight per se, as conveyed through the therapist's interpretations, was as indispensable to psychoanalytic improvement as analytic theory seemed to suggest. All too often there were patients who had achieved very favourable results in psychoanalytic therapy who, when asked, were quite unable to explain what had made them better. Thus it came as no great surprise to discover, as a result of this research, that psychotherapy was not a unitary process but that there were, indeed, a number of other factors besides insight that were of substantial importance in promoting psychotherapeutic change.
To put this somewhat differently, perhaps the most important single awareness that emerged from this study, was a recognition of the subtlety, multiplicity and complexity of the interacting variables, both verbal and non-verbal, which enter into the psychotherapeutic process. Where once there was a tendency to think of psychotherapy as something a therapist did to or for a patient, the process is now seen as something that takes place between them, with the therapist's particular 'technique' being only one of many factors involved.
Following are some of the more obvious of these factors. In the usual situation a patient's maladjustment, discomfort, or unhappiness motivate him to seek help. He then searches for a therapist who, by virtue of professional status, reputation or recommendation, is endowed by the patient with help-giving potential. Thus the usual patient brings with him not only varying degrees of motivation, but also some degree of expectancy and hope that the therapist will be able to help him. The patient's real attributes -his intelligence, social and vocational competence, appearance, articulateness, value system, and life situation -all play a role in the interaction with the therapist. Also involved are the nature of the patient's disorder, the quality and quantity of his defences, resistances, transference distortions, and the degree of secondary gain which is present.
The therapist, by virtue of his social' and professional role, generally begins with the advantage of having attributed to him, deservedly or not, certain knowledge, prestige, authority and help-giving ability. However in, the course of the therapeutic interaction with the patient his actual personality comes into play, either reinforcing or dampening the patient's hopes and expectations. Therapists, we now know, are not interchangeable units like Bard-Parker blades. The real attributes of the therapist -his warmth, genuineness, empathy, knowledge, appearance, emotional maturity, manner of verbalization, personal style, and so on -all playa significant role in the psychotherapeutic interaction. Add to these the therapist's own emotional needs, ambitions and value system, as well as his own unconscious counter-transference distortions, and we begin to get some inkling of the complex variables shaping the usual transactional process between patient and therapist.
Still other elements are part of the patient-therapist relationship itself. Bearing in mind that the original study dealt with dynamic psychotherapy, it was observed that in and after the initial interviews the patient usually experienced a sense of relief. This seemed to be related to a relaxation of tension as a result of 'unburdening' himself by discussing his problem with an authority figure from whom he had hopes and expectations of help. The greater the trust in the therapist and the greater the hope and expectancy, the greater the sense of relief. This initial reaction is what Freud called 'catharsis' on the assumption that the relief experienced was due to a simple discharge of pent-up tension.
At the same time, or very shortly thereafter, the therapist, by virtue of his questions, confrontations and interpretations, by what he chooses to focus on or ignore, and by his nonverbal as well as his verbal reactions, begins to convey to the patient both his therapeutic objectives and his value system. It is often assumed by some analysts that a meticulously 'neutral' stance avoids such a communication of objectives or values, but this, of course, is a myth. All therapists inevitably purvey their values to their patients, wittingly or unwittingly, by what they choose to comment on, and by what they react to as healthy or neurotic. Incidentally, the therapeutic objectives of most psychotherapists in our culture are essentially similar and reflect that culture's normative ideals. Adherents of different schools give these different labels. Freudians talk of 'genitality', Rankians of 'creative will', Adlerians of 'social interest', Jungians of the 'full-development of the self', Horneyians of 'self-realization', Sullivanians of the 'integrated self' , and eclectics of 'emotional maturity', but all aim at enabling the patient to have meaningful and satisfying social and sexual relationships, to love and work effectively, and to be a responsible and productive human being within the limits of his capacity. Exceptions to this are some of the newer crop of counter-culture therapists who focus on encouraging people 'to do their own thing' regardless of whether that 'thing' is seriously maladaptive
One of the major observations of this research was the striking degree to which the therapist's values were conveyed nonverbally, by his facial reactions to the patient's material, a look of approval, a lift of the eyebrows, a questioning glance, a barely perceptible nod of the head or shrug of the shoulders. Even behind the couch, the subtle nuances of his mm-hmms, the pattern of his silences, his shifting movements, the tonal quality of his comments, all served as cues to the patient, whose alert antennae were sensitive to the slightest indications of interest or disinterest, approval or disapproval. A number of investigators (4, 5, 11) have been able to demonstrate experimentally that these minimal signals not only clearly influence the content of the patient's communications but also act as a subtle operant-conditioning system, by means of which approved thought and behaviour is reinforced and that which is disapproved is discouraged.
However, in all fairness it must also be pointed out that interpretations and confrontations do more than subtly signal approval or disapproval of behavioural patterns. They also establish a cognitive conceptual framework within which the patient can begin to understand the basis for his maladaptive behaviour or emotional discomfort. That such insight, regardless of the theoretical frame of reference in which it is presented, does not in itself change the patient should not be a surprise. I have likened it elsewhere (6) to the understanding given by a tennis or golf pro whom we consult about what is wrong with our game. The 'insights' we receive give us something to work on, but a chanJed pattern of play is achieved only by repeated corrective 'confrontations' and much practise. The repeated confrontations are-aaalegous to what is called 'working through' in dynamic psychotherapy, while the practice is akin to what is referred to as 'reality-testing'.
Still other kinds of therapeutic influence that were non-verbal in character were also observed. It was rather striking to note how, after a period of time, patients unconsciously tended to pattern some of their attitudes and reaction after those of the therapist. In the presence of a good therapeutic relationship the therapist inevitably became a model whom the patient unwittingly tended to imitate -in mannerisms, verbal reactions, value orientations, and adaptive mechanisms. Freud called this process 'identification', while Miller and Dollard (10) have labeled it 'social learning', but there is no doubt that it is one of the most important ways in which human beings learn from one another.
Still another non-verbal influence of the therapist on the patient took place by virtue of the fact that to the extent that his objective, supportive and dependable reactions to the patient's behaviour differed from the patient's previous experience with the significant authority figures in his life, they constituted what Alexander called "corrective emotional experiences" for the patient. In the course of therapy these repetitive new experiences acted as additional operant conditioning factors.
Finally, the element of suggestion wove like a powerful thread throughout the therapeutic process -the patient's expectancy of being helped, the implicit assumption that he would receive this help if he complied with the therapeutic program, and every indication he received in therapy that certain patterns of behaviour were more desirable or 'healthy' than others, all involved implicit, if not explicit, elements of suggestion and persuasion. The greater the degree of positive transference, the greater the impact of these suggestions on the patient.
The common denominators in all forms of dynamic psychotherapy might be summarized as follows: first and foremost, the basic matrix of the process consists of a good patient-therapist relationship resting largely on the trust and rapport engendered by the therapist's genuine interest, respect, and empathy for the patient, and also on the patient's motivation to be helped. Given this matrix, other elements contributing to the psychotherapeutic process are; release of tension through the patient's 'unburdening' himself of his problems with the hope and expectation of receiving help; cognitive learning by which the therapist assists the patient to achieve a better understanding of the basis of his difficulties, and corrects various misconceptions which may exist in his mind; operant reconditioning of the patient toward more adaptive patterns of behaviour by means of explicit or implicit approval-disapproval cues, and by a corrective emotional relationship with the therapist; suggestion and persuasionexplicit or implicit; identification with the therapist; repeated reality-testing or practising of the new adaptive techniques in the context of; implicit or explicit emotional support from the therapist.
The particular 'mix' of these eight elements will vary with different therapeutic problems, patients, and therapists but all are present to some degree in all forms of dynamic psychotherapy.
The logical question that now comes to mind is whether they constitute the essential common denominators in other techniques of psychotherapy also, such as Rogerian client-centered therapy, behaviour therapies, gestalt therapy, transactional analysis, group therapies and so on.
It is, of course, characteristic of all psychotherapeutic 'schools' to try to explain the success of their techniques in terms of a single and unique principle that differentiates their own approach from all others -and presumably makes it superior. Thus, analytically oriented psychiatrists attribute their success to their special cognitive 'insights' and 'transference interpretations'; Rogerians believe that their technique uniquely releases the patient's own self-actualizing mechanisms; behaviour therapists are convinced that the specific conditioning technique they employ, whether it be reciprocal inhibition, desensitization, implosion, operant reward-punishment systems, or aversive conditioning is the essential unitary factor in their achieved therapeutic results; gestalt therapists place their emphasis on the release of repressed emotions; transactional analysts on the bringing into awareness the game-patterns employed by patients in their interpersonal relationships, and so on.
Over the past ten years, I have made an earnest effort to objectively appraise these various techniques by observing them in action and am now firmly convinced that in no instance can their therapeutic results be attributed to such presumptive unitary factors. As Strupp (13) has cogently put it: "There is not, and it is doubtful that there ever will be, a pure technical intervention analogous to a particular surgical procedure or the injection of a specific drug. Instead, any therapeutic technique is firmly imbedded in, and thoroughly intertwined with, the therapist's personality and the total history of a particular patient-therapist interaction including its current context. " Thus there is increasing evidence that the same eight factors outlined as common denominators in dynamic psychotherapy are also operative in these other approaches, although different therapies differ in the emphasis they place on one or another of these factors in their techniques.
Let us see how this actually works by briefly surveying a variety of differing therapeutic approaches. We shall begin with Rogerian client-centered therapy, which places its major emphasis on creating a good client-counsellor relationship, and assumes that it involves no interpretive interventions. Instead of making interpretations, the counsellor empathically reflects back the patient's own statements from time to time and, within the context of this benign relationship, 'frees' the patient to reconstitute himself by virtue of what are assumed to be his own innate selfactualizing tendencies. However, anyone who has observed such therapy carefully, can readily see that by selecting the material that he chooses to reflect back (in contrast to that on which he makes no comment), the Rogerian therapist encourages and reinforces certain patterns of communication and behaviour in preference to others. By this means, the tone of his voice, the expressions on his face and the quality of his personality, the Rogerian therapist inevitably, albeit implicitly for the most part, communicates to the patient his values and therapeutic objectives, becomes a model for identification, uses suggestion, and encourages him toward more adaptive behaviour. Thus, all the psychotherapeutic variables listed for dynamic psychotherapy are also present in Rogerian therapy, except that cognitive insight is de-emphasized and any that takes place is more apt to result from implicit rather than explicit communication.
What of the various and numerous behaviour therapies? Some four or five years ago (9) I undertook to study a small group of these -Wolpe's reciprocal inhibition technique, the Masters and Johnson technique of treating sexual dysfunction, and the aversive treatment of homosexuality -in terms of the variables involved in their approaches. In each instance I found that although most behaviour therapists tended to regard it as relatively irrelevant, the interpersonal relationship between patient and therapist was of the utmost importance; and also that elements of covert and overt suggestion, tension discharge, cognitive learning, transmission of values, identification with the therapist, and practice in reality-testing, took place in all of them.
Many of the differences presumed to exist between these and the dynamic psychotherapies were found to be more a matter of emphasis than of substance. Thus the behaviour therapists tended in general to be more directive, more active, more concerned with symptoms and less concerned with childhood memories, than were the dynamic psychotherapists. Also the focus in the behaviour therapies on reconditioning and relearning was overt and intentioned, while in the dynamic psychotherapies they tended to take place covertly without direct intention.
An especially well-designed study by Sloane et al. (12) , has recently confirmed and elaborated these impressions. In their study 94 neurotic clinic patients were randomly assigned to one of three treatment conditions; a minimum of 30 each to behaviour therapy, to analytically oriented psychotherapy and to a minimal contact waiting-list. The three behavioural therapists and the three analytically oriented were all experienced. All patients were treated for four months, for an average of about 14 sessions. The control group were telephoned at intervals during the four months by a research assistant who kept assuring them that they would soon be assigned a therapist. They also had telephone access to 'crisis help' in case of emergency. Thus the control group received a type of non-specific therapeutic experience: a long initial interview, the promise and expectancy of help, access to crisis support, and a continuing relationship (albeit brief, superficial and not intentionally therapeutic) with an interested person.
All the patients were carefully assessed before and after therapy and at a one-year follow-up by a variety of psychological tests and by three experienced assessors. At four months all three groups had improved with regard to the severity of their target symptoms. Although both treated groups improved distinctly more than the control group there was no significant difference in the amount of improvement between the psychotherapy and behaviour therapy groups. These improvements were essentially maintained or extended in the two treated groups at the one-year follow up. Thus the study demonstrated quite clearly that psychotherapy does work, and that the improvement of patients in therapy is not due merely to the 'placebo effect' of an initial cathartic interview and arousal of hope and expectation of help. The control patients had been exposed to these nonspecific factors and yet had improved significantly less than the treated patients.
In the context of this discussion, more interesting than these outcome results are the indications of the considerable overlap (by the therapists' own admissions) in the techniques of both groups. Both groups took detailed case histories, attempted to formulate the patients' problems and to reconstruct possible original causes for them, both looked for continuing causes in the present, corrected misconceptions, elucidated objectives, and made use of abreaction and of suggestion. Interestingly, the behaviour therapists made virtually as many interpretive statements as did the dynamic psychotherapists! It is also noteworthy that the successful patients in both groups placed the emphasis for their improvement on the same factors: a nonpossessive warmth and awareness in their therapists which is the element of relationship; a feeling that he had helped them understand their problems and themselves better, which is the element of cognitive awareness; the ability to confide in and talk to an understanding person, which encompasses elements of catharsis and trust; being encouraged to practise facing things that had been bothering them, which involves persuasion, emotional support, and the element of practice, reality-testing, or 'working through' .
Still another implication of the work was that the degree of activity of the therapist in and of itself may have been a significant therapeutic variable. Therapist activity may have a number of unconscious meanings for the patient, most important of which is probably that it represents a giving by the therapist, which is an affirmation of his persistent interest, concern and effort to help.
If we move on from the vast area of the behaviour therapies to so-called gestalt therapy we encounter a system which purports to deliberately down-grade cognitive awareness, and instead to emphasize uncompromising emotional honesty and expressiveness. There, too, however, the same basic variables are in operation, albeit in a different mix. The basic matrix of the patient-therapist relationship, the initial catharsis in a setting of hope and expectancy, the powerful operation of suggestion by the assurance that if the therapist's program is followed improvement will ensue, the therapist implicitly or explicitly offering himself as an identification-model, techniques of rehearsal, and operantreconditioning by covert or overt indications of approval or disapproval from the therapist, are all present and demonstrable.
Gestalt therapies are often held in group settings where the impact of suggestion and persuasion as well as of emotional support is powerfully enhanced by the group. Group therapies fall into as many 'schools' as do individual therapies, but as in the latter, the particular 'ideology' employed by the group therapist merely becomes the cognitive framework which lends support to the more basic relational aspects of the therapeutic process. Careful analysis of any form of group therapy will show that the same variables found in individual therapy exist in the group situation, except that they are strongly reinforced by the influence of the group as a group, as well as by that of individual members of the group. The group relationships offer more varied transference possibilities than do one-to-one therapies, as well as the potential for multiple corrective emotional relationships. In behavioural groups, new adaptive techniques are openly rehearsed but in psychoanalytically oriented groups the new techniques are acquired more subtly, although the basic variables are the same.
Psychotherapy can of course take almost infinite forms. In the past two decades there has been a veritable explosion of psychotherapies -cognitive, abreactive, or behavioural; individual, conjoint, family or group; or any combination of these. There are poetry therapies, bibliotherapies, art therapies, and a vast number of idiosyncratic variations. I have yet to encounter one in which the basic elements of a trusting and empathic patient-therapist relationship, suggestion, persuasion, identification, emotional support, and reality-testing was not present. In recent years efforts have been made to program a computer to act as psychotherapist, but if a patient were to respond favourably to such a situation it would in part be because behind the computer, in the imagination of the patient, was presumed to be an understanding human being. Indeed, an experiment conducted some years ago at the Massachusetts Mental Health Center (1) had a patient talking alone in an empty room to a fantasied psychotherapist who presumably could hear her, but who never responded. Nevertheless, there was cogent evidence that the patient received some benefit from the experience! Obviously psychotherapeutic improvement can and does sometimes occur simply on the basis of such 'placebo' effects of catharsis, hope and expectancy. But as the recent Sloane study clearly demonstrated, such improvement does not compare quantitatively or qualitatively to that achieved by trained and competent psychotherapists.
However, there is no room for complacency in the field of psychotherapy. Numerous unsolved research questions remain, which have been comprehensively listed by Strupp and Bergin in an admirable critical review (14) . From the clinician's standpoint it would be extremely important to be able to decide with some degree of assurance specifically what form of psychotherapy is best suited to any particular patient. For although it is probably true that there are some patients who can be helped equally by a variety of approaches, it is also true that some forms of psychotherapy are more suitable for some conditions than for others. Just as there is no single best way for teaching all people and all subjects, there is almost certainly no single best way to treat all patients and all conditions. Ideally, we would like to know how to fit the treatment most appropriately to the disorder, and also how to fit the right therapist to the particular patient. Unfortunately we are far from reaching that utopian goal and, given the complexity of the problems involved, we never may.
However, for the time being the best way to introduce at least some degree of rationality into what otherwise becomes a blind and haphazard choice, is a sound knowledge of psychodynamic principles -that is a sound understanding of the historical antecedents of the patient's problems and a psychodynamic analysis of his basic personality structure.
A good psychiatric history should, of course, be a basic prerequisite for any therapeutic planning, yet I am astounded at how often psychiatric residents seem to be hesitant to ask the specific questions necessary to elucidate the patient's developmental background. This hesitance frequently appears to be due to confusing the technical rules of classical psychoanalysis with the needs of a psychodynamically-oriented psychotherapy. Freud's dictum of not interfering with the patient's free associations grew initially out of his research needs and his efforts to chart what was then still the totally uncharted territory of the 'unconscious' mind. This research oriented 'silence' on the part ofthe therapist ultimately became a rule of the psychoanalytic method with the rationale that it facilitated patient regression and the re-emergence of the infantile neurosis. There is considerable difference of opinion among contemporary analysts as to whether such promotion of regression is actually essential to achieve the goals of analytic therapy, but there is no dispute about the fact that the encouragement of regression has no place in routine psychotherapeutic practice. Thus there is no good reason why a careful anamnesis should not be taken, wherever possible and as soon as possible, in the course of most psychotherapies.
A careful anamnesis serves at least four vitally important purposes in the initial stages of any psychotherapeutic evaluation:
• It sheds light on the onset of the disorder, for example, was it acute or insidious in origin? Were the precipitating factors massive or minimal, crucial or trivial, intrapsychic, interpersonal, or environmental? • It gives the therapist an idea of the ego-adaptive strengths of the patientintelligence, educational background, sex, work, marital and social adjustment.
• It enables the therapist to assess the relative roles of stress and ego-adaptive capacity in the genesis of the patient's problem -an assessment which helps the therapist decide where his major therapeutic emphasis should be.
• It tells the therapist what, if any, environmental supports he can count on as allies in his efforts to help the patientsignificant others, financial resources, vocational security, and so on.
Thus, at the very outset, the anamnestic evaluation enables us to make certain fundamental decisions concerning the type of treatment technique indicated for the particular patient. For example, if the history reveals an acute disorder of recent onset, with a significant degree of triggering stress, in a person with previously good ego strengths, it is reasonably certain that the patient's difficulties will respond to anyone or combination of a variety of relatively benign interventions, such as modification or removal of the stress factor by environmental manipulation, short-term psychotherapy, hypnotherapy, or various behaviour techniques aimed at the alleviation of the acute anxiety or other symptoms. On the other hand, if the anamnesis points to a long history of deficient ego-adaptive patterns with a gradually progressive development of disturbed interpersonal relationships, impaired self-esteem and associated symptomatic disturbances, therapeutic emphasis will have to be an effort to help the patient achieve some basic personality changes as well as more effective coping techniques.
For such a patient psychoanalysis or psychoanalyticallyoriented psychotherapy might be considered or some form of long-term operant reconditioning, or even some specific retraining techniques if he is handicapped by specific defects in social and vocational skills or knowledge.
Again, if the personal history indicates that the major focus of the problem lies in interpersonal difficulties with significant others in the patient's life, it may be best to recommend either conjoint therapy, or group therapy, with or without adjunctive individual therapy, depending on the problem.
A psychodynamic understanding of the inner structure of the patient's personality adds further refinements to the therapist's ability to plan his treatment intelligently and meaningfully. Does the patient suffer from a basic inability to trust others? Does he have poor impulse control and a defective 'superego'; or is he the victim of an overstrict and tyrannical 'superego'? Is he immature, passive-dependent, suffering from low self-esteem; or is he rigid, overcontrolled, compulsive, and defensively distant? Clearly, the better the therapist's diagnostic understanding of the specific personality dynamics and needs of the patient the more effectively and meaningfully he can target his own psychotherapeutic efforts. It is precisely this ability that distinguishes the focused efforts of the trained therapist from the simple empathy of well-meaning friends or the blind gimmickry of unqualified and unprincipled 'merchandisers' of psychotherapeutic services.
The fact that I have said nothing up to this point about the medical background of the psychiatrist or the adjunctive use of pharmacotherapeutic agents should not be taken to imply that I value these lightly. There are countless occasions in the practice of psychiatry in which the medical knowledge of the psychiatrist is of crucial importance, and many others in which it is more relevant than we even consciously realize because we take it so much for granted. Moreover, psychopharmacological agents, used with discretion and with appropriate indication, can be of inestimable help in a wide variety of conditions. But in this address I have been concerned primarily with the psychotherapeutic process itself, and with an analysis of the factors by which mental and emotional disorders are altered by virtue of verbal and interpersonal transactions between the therapist and the patient. This process has always been and will continue to be at the very core of psychiatric practice. I hope I have succeeded in shedding some light on the nature of this process and on the common denominators underlying the wide profusion of therapeutic approaches which have blossomed in the past few decades. If I am correct, perhaps one of these days we shall see an end to the partisan and passionate proclamations of the superiority of one technique over all others, and so be able to devote ourselves to the more fundamental and more promising task of developing a unified science of psychotherapy that will enable us to fit the patient, the therapist and the technique together in a way that will most effectively, economically and humanely achieve the desired objectives of mental health.
